figures of 20th century poetry who had severe bipolar I disorder with multiple hospitalizations for psychotic mania (and multiple courses of electroconvulsive therapy (ECT) to treat his manias in the pre-lithium era). In the recent biography of Lowell, highlighting the complex interactions between his poetry and his bipolar disorder, Jamison (2017) describes some of Lowell's childhood traits-long before his first manic episode-as thuggish, restless, wild, brash, irritable, and contrary. In today's world, he might be described as having had oppositional defiant disorder (ODD). It is hard not to believe that his childhood mood dysregulation was unrelated to his later bipolar disorder. Yet equally clearly, these same traits are seen in the majority of ODD children who do not grow up to be bipolar.
Thus, for now, the predictors described in the paper by Pfennig et al. should be considered generic markers of psychopathology rather than specific antecedents of bipolar disorder.
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The author(s) received no financial support for the research, authorship, and/or publication of this article. In a recent issue of the journal, Lappin et al. (2016) presented data on a 10-year follow-up of a cohort of firstepisode psychosis patients. This cohort was from the United Kingdom in an era before the establishment of early intervention for psychosis services. They found that 58% of men and 71% of women had their first episode beyond the age of 25 years, which is the typical upper age limit for early intervention services in Australia. Similarly, 21% of men and 34% of women were outside the upper age limit of 35 years used by United Kingdom early intervention services. Lappin et al. (2016) concluded that current early intervention services are 'gender-and age-inequitable' and argued for the extension of early intervention services to first-episode patients of any age, not just youth. McGorry (2016) responded to this article by arguing for the benefits of youth-specific early intervention services, including transdiagnostic services that recognize the arbitrary boundaries of emerging mental disorders in youth, coupled with specialized services for young people with psychosis and other more severe mental disorders. To support people with older onsets of psychosis, McGorry argued for the creation of a separate 'stream of care for genuine new onsets over 25 alongside people of the same age with illnesses whose onset was earlier but which have persisted or recurred'. While essentially supporting the status quo in Australia, McGorry did concede that perhaps the upper age boundary could be increased to 'closer to 30' and that the age boundaries should be 'porous and fluid'.
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Here, I propose an approach to age-entry criteria for mental health services that has the potential to overcome the inequities of fixed age limits, yet allows a specialization on a particular developmental period of life. The proposal involves what I will call 'fuzzy' age boundaries. The term 'fuzzy' comes from a concept in mathematics called a 'fuzzy set'. A traditional set is one with sharply defined boundaries, such as the set of people who are 'teenagers'. Any person who is aged 13-19 years is in the set and all others are out. A fuzzy set is one that has grades of membership rather than clear in-or-out membership. An example would be the set of people who are 'young'. A 10-year-old would be clearly in, a 30-year-old less so and a 60-year-old not at all. Figure 1 represents how the concept would apply to age boundaries of a youth mental health service. It shows on a 0-1 scale how eligibility for a service of a person with a mental disorder varies by age. In a traditional youth service, there are sharp-edged age boundaries, whereas in the fuzzy service, there is a focus of specialization on a particular age group, but no sharp age-eligibility boundaries. People with mental disorders of any age would be eligible, but in practice, most would come from a limited age range. Similar fuzzy age boundaries could apply to child and adolescent services and to older person services.
Below are the advantages of a fuzzy service over a traditional sharp-edged one:
1. It overcomes the age-and genderinequities noted by Lappin et al. (2016) , while still allowing for developmental specialization. 2. It allows for the fact that chronological age is an imperfect indicator of developmental stage. For example, a mature 17-year-old may be suited to an adult service, while a less-mature young adult dependent on parental support might be better served by an adolescent service. 3. It allows patients with an established relationship with a particular service to stay with that service even if they cross an arbitrary upper age boundary. A person who has an episode that crosses an age boundary or who needs on-going support is unlikely to be helped by a forced move based on age criteria alone. 4. It allows patients to seek out services that best support their needs, irrespective of age. For example, a person with an earlyonset dementia accompanied by behaviour problems may be best helped by an older person service, while a young adult with attention deficit hyperactivity disorder (ADHD) might find more specialized help in an adolescent service.
Could this work in practice? In fact, it already does. Australia has a dual system of private practice and public mental health services. The private practice system is already fuzzy, in that practitioners can have areas of developmental specialization, but are not rigidly constrained by specific age limits. It is only the public system that is sharp-edged. Under a fuzzy system, there might be greater competition between services with overlapping developmental targets and a change in demand from some services to others. Obviously, funding would need to follow the patients. If the greater competition resulted in improved patient services, this would be an important bonus of a fuzzy system.
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